aim of the study was to comparison between internal jugular vs. subclavian vein cuffed tunnel catheter placement for dialysis. material and methods. Cases who required central venous catheter for dialysis were included in this study. Forty cases were included in this study and divided to two groups. Catheters were placed randomly in internal jugular vein or subclavian. Patients were followed for 6 months. Early and late complications of catheter's placement were recorded. Analysis was done using Spss ver 13.0 (Chicago, IL, USA). results. There were no significant differences between subclavian and internal jugular vein regarding occurrence of infection resulted in extraction or treatment. Also there were no significant differences regarding occurrence of thrombosis resulted in extraction or treatment. Failure rate was significantly higher in cases with internal jugular vein catheter compared to cases with subclavian vein catheter (p=0.04). conclusion. Failure rate was significantly higher in cases with internal jugular vein catheter compared to subclavian cathether. Subclavian catheter is more appropriate route for catheter placement.
Patients with chronic renal failure requires access for dialysis. The first choice is arteriovenous fistula using autogenus vein. Synthetic graft is the second choice and is recommended when there was a history of arteriovenous fistula or inappropriate vein. For cases with low blood pressure, severe heart failure, advanced vascular disease, and repeated procedures for AV fistula and synthethic graft; permanent dialysis catheters are another option. Chronic hemodialysis requires permanent vascular access for months to years. Immediate venous access, acute dialysis, and problematic permanent vascular access are indication for central venous catheters which may be cuffed or non-cuffed catheters.
The aim of this study was to comparison between cuffed internal jugular vs. subclavian vein catheter placement for dialysis.
MATERIAL AND METHODS
Cases who required central venous catheter for dialysis were included in this study. Forty cases were included in this study and divided to two groups. Catheters were placed randomly in internal jugular vein or subclavian. Patients were followed for 6 month. Early and late complications of catheter's placement were recorded. Analysis was done with Spss version 13.0 (Chicago, IL, USA).
RESULTS
There were no significant differences between subclavian and internal jugular vein regarding occurrence of infection resulted in extraction or treatment (tab. 1). Also there were no significant differences regarding occurrence of thrombosis resulted in extraction or treatment (tab. 1). Failure rate was significantly higher in cases with internal jugular vein catheter compared to cases with subclavian vein catheter (p=0.04) (tab. 1). Side of catheter placement had no significant effect (tab. 2). There were no significant differences between diabetic and non-diabetic cases regarding thrombosis and infection (tab. 3). There was no significant difference between primary and secondary catheter regarding infection (tab. 4). Mean of survival rate for subclavian and internal jugular veins catheters were 440.239±31.274 and 296.784±39.38 respectively with a significant difference (p=0.017). In our study, there was no primary complication after catheter placement. There was no evidence of venous obstruction in our study.
DISCUSSION
In our study failure of catheter was significantly higher in internal jugular vein (50%) compared to subclavian (15%). This may be due higher rate of infection and thrombosis that occurred in cases who underwent internal jugular catheterization compared subclavian.
In our study, 10% of subclavian and 25% internal jugular vein catheter related infection resulted in extraction. However this difference was not significant. In systemic review by Ruesch et al, they showed that incidence of blood stream infection was 8.6% with jugular vein and 4% with subclavian access (1). They concluded the results on blood stream infection was scarce (1). In the study by Biffi et al on cases (internal jugular: 132, subclavian: 136) who receiving intravenous chemotherapy for solid tumors, infection was occurred in one and three cases respectively (2). In the study from Nepal on 203 cases with subclavian catheter, catheter related infection was note in 6% of cases (3). In the study from Iraq, there was no significant difference regarding catheter related infection between subclavian and internal vein catheter (4). In another study, of 164 subclavian catheters, 17 had septicemia (5).
In our study, 5% and 25% of subclavian and internal jugular catheters showed thrombosis resulted in extraction of catheters. Rate of thrombosis/stenosis in among cases with subclavian catheters (5%) is less than other study (6) . In Biffi et al study, thrombosis was occurred in 15 (internal jugular) and 8 cases (subclavian) respectively (2). They concluded that central venous insertion modality and site had no impact on early and late complication (2) . In Nepal study on 203 cases with subclavian catheter, thrombosis/stenosis and failure were seen in 2% and 65 of cases respectively (3). Thrombosis was seen in 5 cases of 164 subclavian cases in the study from Morocco (5). In the study from Iran, type of central vein and side of catheterization had no effect on stenosis (7) . But in another study (8) , long term stricture of subclavian catheter was significantly higher than internal jugular vein and differed from most of the studies (2, 3) . In the study by Schillinger et al, on 100 cases (50 subclavian and 50 internal jugular), there was a significantly higher stenosis rate in subclavian (42%) compared to 10% of the internal jugular route (9) .
Five cases of twenty cases who underwent jugular vein catheterization, showed thrombosis. In the study by Ponikvar et al., on 30 chronic haemodialytic cases who treated 1month to 30 years, 26 cases of thrombosis (3.2/1000 catheter days) was observed. Authors concluded that, 'Temporary' jugular single lumen non-tunneled hemodialysis catheters, with 4% citrate as locking solution and mupirocin ointment at the exit site provided good long-term vascular access with acceptable functioning time and low infection rate (10). The main reasons for catheter exchange or removal were malfunction and mechanical damage of the catheter (10).
In the study by Centinkaya et al., CVCs are found to be useful alternative permanent vascular access when other forms of vascular access are not available (11). In another study, Di Lorio et al., showed that there is a rare complication associated with CVCs in haemodialysis (12).
As mentioned in the most studies, subclavian vein catheter is the safe method for haemodialysis compared to internal jugular vein.
CONCLUSION
Failure rate was significantly higher in cases with internal jugular vein compared to subclavian cases. Subclavian vein may be more favorable than internal jugular vein for cuffed catheter placement. Another prospective study with more samples is recommended.
The main limitation of this study was sample size.
